Foster Family Home - Corréective Action Report
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6.(d) (1) Comply with all applicable requirements in this chapter; and

..............................................................................................................

Comment:

6(d)(1) Home visit made for a 2 bed recettification. Corrective action report issued during home visit with corrective action
plan due to CTA on 5/1 6/2018.
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41.(b)(7) Have a current tuberculosis clearance that meets department of health guidelines; and
e Have documentation of current training in blood bome pathogen and infection control, cardiopulmonary

resuscitation, and basic first aid.

..............................................................................................................

41.(b)(7) TB Clearance last done on 9/30/16 no 2017 present in the home for CG#2,

41.(b)(8) Lapsed on CPR due on/before 2/17/17 was done on 2/25/17 and lapsed on first aid due on/before 2/17/17 was
done on 4/5/17 for CG#1.
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Community Care Foster Family Home (CCFFH)
Written Plan of Correction for Deficiencies
Listed in Corrective Action Report
Chapter 17-1454
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